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The concept of the syndrome of abdominal 
pain related to a lesion of the first lumbar 
vertebra is relatively new, the first descrip-
tion being that of Dr. O. W. Leitch (1955). 
During the last two years 403 patients have 
been referred for physiotherapy for dis-
orders involving the lumbar spine. Forty-
one (10%) could be classified as having 
lesions of the first lumbar vertebra. 
ANATOMY 
Anterior Primary Ramus 
The anterior primary rami of the first, 
second and third lumbar nerves and part 
of the fourth form the lumbar plexus in the 
substance of psoas major in front of the 
transverse processes of the corresponding 
lumbar vertebrae. Each nerve on emerging 
from its intervertebral foramen is connected 
with the sympathetic nervous system by 
means of grey rami communicantes from the 
lumbar ganglion. 
The first lumbar nerve divides into 
superior and inferior branches (Figure I ) . 
The superior branch, which may communi-
cate with a branch from the subcostal nerve, 
divides into two terminal branches, the ilio-
hypogastric and the ilioinguinal nerves. 
The inferior branch of the first lumbar 
nerve joins the superior branch of the 
second to form the genitofemoral nerve. 
The iliohypogastric nerve obliquely 
traverses the psoas major and then crosses 
the anterior surface of quadratus lumborum 
and courses through the loin between the 
transversus abdominis and the internal 
oblique muscle. About one inch in front of 
the anterior superior iliac spine it pierces 
the internal oblique and runs to the groin 
deep to the aponeurosis of the external 
oblique which it finally pierces one and a 
half inches above the inguinal ring. It 
gives muscular branches to the wall of 
1 Read at a meeting of the Physiotherapy Society of 
South Australia, June, 1958. 
the abdomen and has two cutaneous 
branches, the lateral cutaneous branch to the 
area above the iliac crest, and its terminal 
branch, the anterior cutaneous nerve, which 
supplies the area above the pubic bone and 
below the area of distribution of the sub-
costal nerve. 
The ilioinguinal nerve pursues a similar 
course to the iliohypogastric nerve to appear 
under the aponeurosis of the external oblique 
in the inguinal canal and becoming super-
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FIGURE I : Diagram of anatomy of first 
lumbar nerve. 
ficial after passing through the inguinal 
ring. It gives muscular branches to the 
anterior abdominal wall and superficial 
branches to the pubic bone, genital region 
and the upper third of the femoral triangle. 
The genitofemoral nerve is formed by 
combination of the inferior branch of the 
first lumbar and the superior branch of the 
second lumbar nerve which join in the 
psoas. It then appears on the posterior 
abdominal wall on the anterior surface of 
the psoas and follows it on the lateral side 
of the iliac arteries to the region of the 
inguinal ring. At a varying distance above 
this point it divides into the genital nerve, 
supplying the cremaster muscle and scrotum 
or labium majus and into a femoral branch 
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which supplies the area of the thigh adjacent 
and lateral to that supplied by the ilio-
inguinal nerve. 
Posterior Primary Ramus 
The posterior primary ramus, which 
comes off the first lumbar root soon after it 
emerges from the intervertebral foramen, 
passes backwards and laterally to the 
superior articular process and divides into 
medial and lateral branches supplying mus-
cular branches to the corresponding deep 
muscles of the back and sensory branches 
to the spinous processes and laminae. 
CLINICAL CLASSIFICATION 
By using the nerve distribution as a guide 
the 41 patients with lesions involving the 
first lumbar nerve may be divided into four 
groups. 
Group i: Patients with pam radiating from L.i 
to the area above the area of the iliac crest 
(15 patients). 
Group 2: Patients with pain referred to the 
iliac fossae (12 patients). 
Group 3: Patients with pain referred to the 
genital or suprapubic area (4 patients). 
Group 4: Patients whose pain in one of these 
areas was initiated or aggravated by menstrual 
periods (10 patients). 
Group 1 
Of the 15 patients treated, with an aver-
age of five treatments each, 12 lost all their 
pain, one was improved by about 50%, and 
the other two showed no sign of improve-
ment. The latter two were complicated 
cases, as they also had lesions at the level 
of the seventh thoracic vertebra and of the 
lumbosacral junction. 
Mrs. C.^aged 50 years, may be regarded as 
representative of this group. She had a previous 
history of mild backache and a present history 
of pain of one week's duration which had become 
confined to the region above the iliac crest. Of 
unknown origin, it had gradually increased in 
intensity after first being felt in the vicinity of 
L . I . It radiated to left and right but at the end 
of a week it had become localized to the left 
loin as a dull, continuous ache. The pain was 
worse on first waking in the morning, although 
sleep was good, Coughing was not painful. 
Sitting was tolerable as long as she sat well 
back against a straight, hard chair. 
Flexion of the lumbar spine was painful from 
900 but a full range was attainable. Lateral 
bending to the right was felt in the left supra-
iliac area. There were no dural symptoms. 
Tenderness to thumb pressure was evident 
between the spines of L.i and L.2 and L.5 and 
S.i. 
Treatment consisted of gentle rotationary 
manipulation with the patient lying on the painful 
side; this immediately relieved all symptoms. I t 
was repeated four times on consecutive days; 
each session showed the patient with less pain 
on flexion and less ache until the range of 
movement was both full and painless; there was 
no ache in the left loin. 
Group 2 
Patients in Group 2 also had an average 
of five treatments each. Ten of the 12 
patients were discharged free of pain and 
the other two did not complete their treat-
ment. 
Again the symptoms were relatively mild 
by comparison with those of many lumbar 
lesions and this accounts for the high per-
centage of successes. 
Mrs. M., aged 50 years, was typical of the 
patients with pain referred from L.i to the iliac 
fossa. She had had no back or groin pain until 
one week previously, when she noticed a dull 
central ache in the region of L.i. This persisted 
for two or three days but then she lifted some 
cases and the backache gradually became worse. 
Within three hours the pain had become severe 
and could be felt as a sharp pain radiating from 
L.i to both groins. When she arrived for treat-
ment two days later she still had the same pain. 
Sitting was uncomfortable and rising was diffi-
cult. Sleep was poor, turning over woke her up, 
and she was most uncomfortable on first getting 
up. Coughing and sneezing were felt as pain at 
L.i and this radiated into both groins. 
On examination, flexion was full but pain was 
felt at L.i through the whole range of move-
ment; extension was also full but pain was felt 
in both iliac fossae. Lateral bending and rotation 
were normal. Drawing up both knees was felt 
as pain near L.i. Extension of the lumbar spine 
with the patient lying prone led to pain in the 
same area with active, static and passive move-
ments. There was marked tenderness to thumb 
pressure over the spine of L.i and over the 
adjacent portion of the sacrospinalis muscle. 
There was no dural pain and reflexes were 
normal. 
As the pain was bilateral, treatment com-
menced with gentle direct pressure over the 
spinous process of L.i. The tenderness gradually 
eased and more pressure was tolerated. The 
pain in the iliac fo^sse gradually lessened as the 
tenderness over L.i eased but there was no 
instantaneous relief of pain as in the case of 
Mrs. C. in Group 1. Four treatments were given 
over a week when the patient was referred to 
her doctor, improved, with only some residual 
tenderness over the lumbar spines. 
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Group 3 
Group 3 contains four patients with pain 
referred to the suprapubic and genital area. 
Two of these patients became free of symp-
toms and two were not helped by treatment. 
The average duration was seven and a half 
treatments. 
The most interesting of these patients was Mr. 
N., aged 35 years, who had had no previous 
backache and who gave a history of the actite 
onset of back pain following three hours of 
continual sweeping. The pain was first felt as "a 
stab" to the left of L.2 and the ache gradually 
increased, spreading vaguely through the left 
iliac fossa to be felt in the left testicle. The 
ache to the left of L.2 and L.3 persisted, as did 
the testicular pam, but the pain in the left iliac 
fossa soon disappeared. 
The pain became gradually worse as the day 
went on, and was particularly aggravated by 
sweeping. Sitting in a lounge chair was uncom-
fortable. Coughing and sneezing were felt to 
the left of L.2 and L.3. 
On examination the range of flexion of the 
lumbar spine was full but there was a sharp arc 
of pain at 45° felt to the left of L.2. All other 
movements were full and painless. There was 
no dural pain and no pain on resisted static or 
passive extension of the legs. There was no 
tenderness to thumb pressure over the lumbar 
spine but the sacrospinalis to the left of L.2 and 
L.3 was tender to firm pressure. 
Treatment was begun with rotationary manipu-
lation with the patient lying on his painful (left) 
side. This brought an immediate reduction of 
aching in the back and testicle and allowed 
flexion with less of an arc of pain. After four 
such manipulations the painful arc and the ache 
disappeared. The patient would remain symptom-
less for two or three days, when the ache gradu-
ally returned. Because of the travelling time 
involved it was possible to give treatment only 
once a week and after six weeks the condition 
had not altered. It was then decided to try 
traction. Traction of 70 lbs. was given for 
twenty minutes. On first release the pain was 
worse but after the patient rested for fifteen 
minutes the pain had disappeared. He remained 
free of symptoms for six months. The stretch 
was repeated and there has been no further 
recurrence of pain. 
Group 4 
Group 4 contains 10 patients whose symp-
toms, associated with the first lumbar ver-
tebra, were in some way related to their 
menstrual periods. The results in this group 
were not as good as in the preceding three 
groups. The average number of treatments 
was eight. Two of the patients lost their 
symptoms, four were improved with relief 
of about 75% of their pain, and two were 
improved for three months, after which the 
original pain returned. Two patients 
derived no benefit. 
Mrs. D., aged 32 years, had a previous history 
of backache for five years following a car 
accident. At first the pain was in the mid-
thoracic region but it was replaced by a lumbar 
pain which gradually extended to both loins above 
the iliac crests and also to both groins. In the 
last three years the ache was worse between the 
twelfth and fourteenth days after a menstrual 
period; at this time the daily lumbar backache 
radiated as described to both groins and to the 
zones above the iliac crest. 
Her back was stiff on waking in the morning 
but the backache did not begin until late after-
noon and eased off as soon as she went to bed. 
Coughing led to pain in the region of L.5 and 
S.i. 
All movements of the lumbar spine were of 
full range but extension produced pain near L.5 
and S,i and in both groins; lateral flexion to the 
left was painful in the right groin and to the 
right was painful in the left loin. There were 
no dural signs and tenderness to thumb pressure 
was evident only over the spine of L.i. 
^ Treatment was commenced by gently mobi-
lizing L i by thumb pressure in both antero-
posterior and lateral directions for three treat-
ments^ This gradually eased the pain felt on 
extension in the region of L.5 and S.i; her 
symptoms eased simultaneously. Rotationary 
manipulation with the patient lying on the left 
side eliminated the extension pain but it recurred 
after treatment although other symptoms were 
minimal. This procedure was repeated on four 
occasions with the same result. In one month 
she reported that the symptoms remained worse 
between the twelfth and fourteenth days but that 
she had only about 25% of her usual pain. How-
ever, after three months' partial relief the pain 
gradually returned to its former severity. 
D I S C U S S I O N 
It is not possible to generalize on which 
manipulation will help each group; as in all 
treatment by manipulation it is a matter of 
trial and error. The manipulation of choice 
is tried first and the patient is then asked 
to repeat the movement which had previ-
ously caused pain. If the pain is less or the 
range of movement has improved the mani-
pulation is repeated. This is continued until 
there is no further improvement or until all 
pain has disappeared. 
If there is residual pain another manipu-
lation is tried and the patient tests the pain-
ful movement again. In this way it is hoped 
to find the manipulation which will eventu-
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ally lead to a full and painless range of 
movement of the lumbar spine and to relief 
of the referred pain, 
Patients with pain referred from the back 
to the loins, iliac fossa or pubic area respond 
to manipulation in the same manner as the 
common L.5 to S.l lesion. Patients in whom 
similar pain is related in some way to the 
menstrual cycle respond less satisfactorily to 
manipulative methods. 
SUMMARY 
The anatomy of the first lumbar nerve is 
reviewed and a symptomatic classification 
of 41 patients with pain related to this nerve 
is outlined. The results of treatment by 
manipulation are good in most instances but 
are less satisfactory when the pain begins 
or is aggravated during some particular 
phase of the menstrual cycle. Case histories 
are presented to illustrate the presenting 
features, manipulative management and 
assessment of response, 
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